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Nutritional Care of Patients Admitted to Hospital for Alcohol Withdrawal: A 5-Year 
Retrospective Audit 
Abstract 
AIM: The aim of this study was to describe the characteristics and the nutritional approaches 
implemented with patients undergoing alcohol withdrawal. METHODS: A retrospective analysis of 
medical records for patients admitted to a tertiary hospital for alcohol withdrawal was completed over a 
5-year period 2013-2017. Data on nutrition-related assessment and management were extracted and 
descriptively analysed. RESULTS: A total of 109 medical records were included (M = 73, F = 36), with the 
mean age of patients 47.3 years (SD ± 11.2, range 22-70). The average length of stay was 3.7 days (SD ± 
3.9, range 0.70-27.8). Approaches towards nutritional care emerged from micronutrient assessment and 
supplementation and/or dietetic consultation. Nutrition-related biochemistry data was available for most 
patients, notably serum levels of sodium, urea and creatinine (102 patients; 93.5%) and magnesium and 
phosphate (66 patients, 60.5%). There was evidence of some electrolyte abnormalities on admission to 
hospital. Eight patients had serum micronutrient status assessed; no patients had serum thiamine levels 
assessed. Parenteral thiamine was provided to 96 patients (88.0%) for 1.9 days (SD ± 1.1, range 1.0-6.0) 
with a mean dose of 2458.7 mg (SD ± 1347.6, range 300-6700 mg). Multivitamin supplementation was 
provided to 24 patients (22.0%). Only 23 patients (21.2%) were seen by a dietician of whom 16 underwent 
a comprehensive nutritional assessment and 3 were screened using the malnutrition screening tool. 
CONCLUSION: Inconsistent nutritional assessment and management practices were identified across a 
diverse population group, whilst nutritional professionals were underutilized. Future research should 
benchmark current guidelines and multidisciplinary approaches considering the role of nutritional 
specialists in the team. 
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Aims: The aim of this study was to describe characteristics and the nutritional 
approaches implemented with patients undergoing alcohol withdrawal. 
 
Methods: A retrospective analysis of medical records for patients admitted to a 
tertiary hospital for alcohol withdrawal was completed over a 5 year period 2013 – 
2017. Data on nutrition related assessment and management were extracted and 
descriptively analysed. 
 
Results: A total of 109 medical records were included (M=73, F=36), with the mean 
age of patients 47.3 years (SD±11.2, range 22-70). The average length of stay was 
3.7 days (SD±3.9, range 0.70-27.8). Approaches towards nutritional care emerged 
from micronutrient assessment and supplementation and/or dietetic consultation. 
Nutrition related biochemistry data was available for most patients, notably serum 
levels of sodium, urea and creatinine (102 patients; 93.5%) and magnesium and 
phosphate (66 patients; 60.5%). There was evidence of some electrolyte 
abnormalities on admission to hospital. Eight patients had serum micronutrient 
status assessed, no patients had serum thiamine levels assessed. Parenteral 
thiamine was provided to 96 patients (88.0%) for 1.9 days (SD±1.1, range 1.0-6.0) 
with a mean dose of 2458.7 mg (SD±1347.6, range 300-6700 mg). Multivitamin 
supplementation was provided to 24 patients (22.0%). Only 23 patients (21.2%) 
were seen by a dietitian of whom 16 underwent a comprehensive nutritional 
assessment and 3 were screened using the Malnutrition Screening Tool. 
 
Conclusion: Inconsistent nutritional assessment and management practices were 
identified across a diverse population group whilst nutritional professionals were 
under-utilised. Future research should benchmark current guidelines and 




Inconsistent nutritional management practices were identified and nutritional 
professionals under-utilised. Future research supporting best practice nutritional 
management of this patient population is required. 
Introduction 
 
Alcohol has a complex relationship between health and its contribution to morbidity 
and mortality. Alcohol consumption is known to negatively affect health through 
various pathways including: acute intoxication which may lead to injuries such as 
self-harm, violence towards others or contribute to motor vehicle accidents; 
accumulative effects on organs and tissues and associated poor health outcomes; 
and through the development of dependence which leads to longstanding 
impairment on a physical and cognitive level (Griswold et al., 2018). Globally, alcohol 
consumption is considered the seventh leading risk factor for both death and 
Disability Adjusted Life Years (DALYS) contributing to 2.8 million deaths in 2016 
(Griswold et al., 2018).  Although guidelines exist in at least 37 different countries to 
reduce the health risks associated with consuming alcohol (Kalinowski and 
Humphreys, 2016), current evidence suggests that there may be no safe level of 
alcohol consumption that minimises the negative effects of alcohol consumption 
(Griswold et al., 2018). 
 
An Alcohol Use Disorder (AUD) is diagnosed when there is an inability to control the 
volume of alcohol consumed leading to tolerance, and the presence of physiological 
and psychological harms or withdrawal signs and symptoms (World Health 
Organisation, 2004). Alcohol withdrawal syndrome is a series of symptoms that 
develop following the abrupt cessation of alcohol consumption, after a prolonged 
and heavy period of alcohol intake (Hall and Zador, 1997). Typically symptoms 
emerge within 6-48 hours following alcohol cessation (Hall and Zador, 1997).  A 
hospital inpatient admission for medically supervised withdrawal is required for 
individuals with an AUD who are at greatest risk of developing delirium tremens and 
seizures, which if left untreated may result in death (Hall and Zador, 1997). The 
goals of alcohol withdrawal are to minimise the severity of symptoms, prevent and 
address co-occurring complications and facilitate links into ongoing treatment 
(Mirijello et al., 2015). From a nutritional perspective, guidelines suggest the hospital 
admission should focus on providing supportive care ensuring adequate hydration, 
management of electrolyte disturbances and hypoglycaemia, the provision of vitamin 
or mineral supplementation and the monitoring of nutritional status (Myrick and 
Anton, 1998; Haber et al., 2009; Ward et al., 2009). A key nutrient of importance 
during this process is thiamine, given the established evidence in the treatment and 
prevention of Wernicke’s Encephalopathy (WE) (Latt and Dore, 2014). However, 
thiamine status is just one of a number of nutritional parameters, and interventions 
beyond single nutrient supplementation should also be considered.    
 
Nutritional risk in patients with an AUD can relate to a number of factors. Alcohol 
consumption not only significantly contributes to energy intake (29 kJ/gram), it can 
displace other nutrients in the diet leading to vitamin and mineral deficiency and 
protein-energy malnutrition (Lieber, 2000). Despite having a normal Body Mass 
Index (BMI), one study showed up to 53% of patients admitted to hospital for 
alcohol withdrawal  were at medium to high risk of malnutrition (Teixeira et al., 
2011). Nutritional deficiency may emerge through socioeconomic factors such as 
food insecurity, maldigestion or malabsorption and impaired nutrient utilisation 
contributing to electrolyte abnormalities (Lieber, 2000). Electrolyte abnormalities are 
most severe in AUD patients who present with vitamin or mineral deficiency (Palmer 
and Clegg, 2017). Malnutrition creates a risk for refeeding syndrome (Friedli et al., 
2017), a metabolic response to switching to an anabolic state. Refeeding syndrome 
occurs as a consequence of correctional nutritional therapy. If not identified, it can 
have a number of metabolic and pathophysiological consequences that lead to poor 
clinical outcomes, including death (Friedli et al., 2018). Although nutritional 
interventions lead to improved outcomes in patients who undergo alcohol withdrawal 
(McLean et al., 2020), the extent to which this is addressed within healthcare teams 
warrants attention.  
 
This study describes a case example involving patients undergoing alcohol 







This retrospective audit of medical records was conducted at a tertiary teaching 
hospital in Sydney, New South Wales, Australia covering admissions between 
January 2013 and December 2017. Inclusion criteria were  inpatient admissions 
coded with a principle diagnosis of alcohol withdrawal (F 10.3 mental and 
behavioural disturbance due to a psychoactive substance use – a withdrawal state) 
as defined by the International Classification of Disease and Related Health Problems 
(ICD-10) (World Health Organisation, 2004). Exclusions were for records relating to 
patients aged < 18 years or the primary reason for admission was not coded as 
alcohol withdrawal. In addition, incomplete medical records, those relating to 
admission for acute alcohol intoxication, or those not admitted to a medical ward 
(i.e. remained in the Emergency Department) or were deemed to be incorrectly 
coded were excluded. Data was collected from examination of both electronic and 
paper medical records. Both patient demographics and clinical information was 
collected. 
 
Patient demographics and medical history 
 
Demographic data was collected on relevant factors such as age, gender, residential 
category (street address, hostel or homeless), other substance use, admission 
season and length of stay. Peak score on the alcohol withdrawal scale (AWS) (Haber 
et al., 2009) and details on those who discharged against medical advice were 
included as part of this description.  
 Information on relevant past medical history was obtained on the incidence of: 
previous fracture, diabetes mellitus, existing wounds, falls, pancreatitis, existing 
pressure areas and diagnosed cognitive impairment. Details of relevant mental 
health history were obtained on diagnosis of: depression, anxiety, eating disorder, 




Available biochemistry was collected on admission to hospital including serum 
electrolytes, liver function tests including protein levels and nutritional related 
parameters if available. Biochemical abnormalities were classified according to 
reference ranges as outlined by the Royal College of Pathologists of Australia (Royal 
College of Pathologists of Australasia, 2015). 
 
Input from healthcare team members 
 
Information on multidisciplinary team consultation was collected for input from the 
physiotherapist, dietitian, occupational therapist, psychologist, mental health Clinical 
Nurse Consultant (CNC), social worker and drug and alcohol CNC.  
Nutrition related care 
 
Information on treatments and interventions relating to nutrition were collected. 
These variables included the prescription and route of multivitamin and thiamine 
administration as well as incidence and route of electrolyte replacement, and 
whether weight on admission was recorded. Details relating to nutritional 
assessment by the Subjective Global Assessment (SGA) (Detsky et al., 1987) or 
screening for malnutrition using the Malnutrition Screening Tool (MST) (Ferguson et 




Data was analysed using Statistical Package of the Social Sciences (SPSS) (IBM 
Corp. Released 2017. IBM SPSS Statistics for Windows, Version 25.0. Armonk, NY: 
IBM Corp.). Data was descriptively analysed using mean, standard deviation (SD), 




This study was approved by South Eastern Sydney Local Health District (SESLHD) 
Human Research Ethics Committee New South Wales, Australia [2018/ETH00178]. 







A review was made of 120 medical records available for the study period (2013-
2017). Of these, 11 were excluded due to incomplete medical records (5); 
admissions only to the Emergency Department (2); and those not for the primary 





Patient demographics and medical history 
 
Patterns could be seen in information describing the characteristics of patients 
(Table 1). Of the total, 73 were for males (66.9%) and the mean age of patients 
was 47.3 years (SD±11.2, range 22 - 70). The average length of inpatient stay was 
3.7 days (SD±3.9, range 0.70 – 27.8). A higher number of admissions occurred in 
2017 (30.3%) and in spring (38.5%). Seventy-seven patients (70.6%) had 
previously undergone alcohol withdrawal (Table 1). 
 
The records showed that most patients lived at a residential address (89.9%, n=98) 
however a small portion were either homeless on admission (4.6%, n=5) or had 
alternative living arrangements (5.5%, n=6) (Table 1). Those with alternative living 
arrangements were staying temporarily with friends or family (n=3), lived in shared 
accommodation (n=1), did not have a fixed address (n=1) or were staying in a boat 
(n=1). Most patients when discharged from hospital returned to a street address 
(79.8%, n=87), admitted to a hostel (0.9% n=1), were homeless (1.8%, n=2), or 
had alternative arrangements (17.4%, n=19). Those with alternative arrangements 
were transferred to rehabilitation (n=6), inpatient mental health service (n=1), 
temporary accommodation (n=3), to friends or family (n=1), a nursing home for 
respite care (n=1) or was unclear from documentation (n=1). There were 11 
(10.1%) patients who discharged against medical advice, the majority of these 
patients had previously undergone inpatient alcohol withdrawal (81.8%, n=9) with 
an average length of stay in days of 2.6 (SD±1.7 range 1 – 7.2) (Table 1). 
 
The records identified a number of co-morbidity factors. Five patients had existing 
wounds (4.6%); sixty-five patients had a diagnosis of depression (59.6%) and 49 
had a diagnosis of anxiety (44.9%). Seventy-four patients had documented use of 
other substances (67.8%). Nine patients (8.3%) had existing cognitive impairment. 
No patients were identified to have an existing pressure area. Only two patients 








The records showed a range of biochemical tests were undertaken for these patients 
during admission (Table 3). The majority of patients had basic potassium, urea and 
creatinine levels completed (93.5%, n=102). Biochemical tests indicated that fifteen 
patients had hyponatremia (14.7%) and six patients had hypernatremia (5.8%). Ten 
patients had hypokalemia (9.8%) and 1 had hyperkalemia (0.9%). One-hundred 
patients had protein levels and liver function tests completed (91.7%). Ten patients 
had low total protein levels on admission (10.0%). Gamma-glutamyltransferase 
(GGT) was elevated in 80 patients (80.0%). Only 13 patients had an elevated AST: 
ALT ratio (13.0%). Sixty-six patients (60.5%) had magnesium and phosphate levels 
completed. Thirteen patients had hypomagnesia (19.7%) and 10 patients had 
hypophosphatemia (15.1%). One-hundred and one patients had platelets measured 
(92.6%). Twelve patients (12.0%) had thrombocythemia and 18 had 
thrombocytopenia (18.0%). Serum micronutrient levels were assessed for eight 
patients (7.3%). Four patients had serum folate levels assessed, five had red cell 
folate levels assessed, four had iron studies complete, four had vitamin B12 levels 
assessed, two had thyroid stimulating hormone measured, two had a measure of 
glycaemic control (HbA1c %) and one had total cholesterol and triglycerides 
complete. Serum micronutrient levels were within reference ranges, with the 
exception of elevated total cholesterol levels of one patient. No patients had serum 
levels of thiamine assessed (Table 3). 
 
Input from healthcare team members 
 
The input from healthcare team members was variable across the admissions, with 
nearly all being assessed by a Drug and Alcohol CNC (n= 103; 94.5%) (Table 4). 
Records from only 23 patients (21.1 %) documented input from a dietitian. Five 
showed input from the occupational therapist (4.6%) and 16 from the 
physiotherapist (14.7%). There was documented input from mental health 
specialists. Fourteen patients (12.8%) had documented input from a psychologist 
and 16 (14.7%) had documented input from the mental health CNC (Table 4).  
 
 
Nutrition related care 
 
Although dietitian input was identified in most records where nutrition was 
mentioned, there were a number of cases where dietitians were not noted and 
nutritional risk factors were recorded. Nutrition related care varied from overall 
assessment to specific micronutrient supplementation (Table 5). Records show 16 
patients (14.6%) underwent a nutrition assessment (mostly by a dietitian using the 
SGA). Further inspection showed three were screened for nutritional risk using the 
MST, and identified as not at risk of malnutrition and five had no screening or 
assessment of malnutrition (all noted by the dietitian). Three patients were identified 
at risk of refeeding syndrome (by the dietitian). Nutritional risk was identified in the 
notes as requiring dietitian referral (n=5), underweight (n=2), cachectic (n=1), poor 
oral intake (n=9), at risk of refeeding syndrome (n=3), and recent unintentional 
weight loss (n=3). Notes were also made on issues surrounding food insecurity 
(decomposing food in the home) (n=1). In two cases oral nutrition support (n=2) 
was recorded but with no evidence of dietitian input. 
 
Twenty four patients (22.0%) received a multivitamin and only 2 received a 
parenteral multivitamin (Table 5). Ten patients received additional supplementation 
(8.2%) in the form of a vitamin B complex (n=4), folate (n=2), vitamin D (n=1), 
probiotics (n=1) or vitamin K (n=1). Of the patients taking folate supplementation, 
all patients were found to have serum folate levels within normal range. Only 16 
(14.7%) patients had their weight recorded during their admission. Thirteen 
(11.9%) patients did not receive parenteral thiamine. Those who did not receive 
parenteral thiamine were recorded as attributed to allergic reaction (n=1), difficult or 
no intravenous access (n=2), or patient refusal (n=1). In nine cases no clear reason 
was able to be established from the medical record. The average amount of 
thiamine received was 2458.7 mg (SD±1347.6 range 300.0 – 6700.0 mg). Those 









This audit of medical records highlights that patients admitted to hospital for alcohol 
withdrawal are at varying degrees of nutritional risk but the input from nutrition 
professionals is limited (Table 4). The present sample was mostly made up of 
middle-aged men with moderate alcohol withdrawal, presenting with higher rates of 
hospital admission in spring and summer (Table 1) and with multiple biochemical 
abnormalities (Table 3).  A large proportion of the present sample had co-occurring 
mental illness including depression and anxiety (Table 2). Those with a mental 
illness are likely to have poorer overall health and complex nutritional considerations. 
These may include drug-nutrient interactions, particularly from psychotropic drugs, 
that contribute to weight gain and cardio-metabolic risk (Teasdale et al., 2017). 
They may also be subject to significant food insecurity which may contribute to 
weight loss and protein energy malnutrition, and this would be evident on hospital 
admission.  
 
The context for our study focused on a period of acute hospital admission but the 
problems extend into the patient’s lifestyle and living conditions. Patients with co-
occurring mental illness undergoing alcohol withdrawal have higher hospital re-
presentation rates (Yedlapti and Stewart, 2018). This emphasises the need for 
comprehensive assessment and discharge planning. Multidisciplinary team 
collaboration is essential and the need compounded by the short length of stay. 
Consideration must be given to how healthcare professionals can work collectively to 
deliver nutritional care in the short and long term.  A nutrition support team is in fact 
a multidisciplinary team that provides nutrition therapy, although these teams are 
predominantly seen for parenteral nutrition therapies (Cederholm et al., 2017). 
Research has demonstrated nutrition support teams improving health outcomes for 
patients receiving parenteral nutrition (Mistiaen and Van den Heede, 2020) but has 
also been demonstrated in outpatient liver cirrhosis treatment programs (Iwasa et 
al., 2013).  
 
Our research found multiple health professionals contributed to the nutritional care 
of AUD patients (Table 4) but the records indicated room for further development of 
the team. An ideal model of care would include nutrition risk screening by specialist 
nursing staff, comprehensive nutritional assessment and recommendation by 
dietitians and the establishment of appropriate follow up pathways on discharge by 
all team members. A comprehensive team inclusive of dietitians, pharmacists, social 
workers as well as nurse specialists, may make a valuable contribution to the 
nutritional care of patients admitted to hospital for alcohol withdrawal. 
Comprehensive management of patients involves the close co-ordination of all 
members of a multidisciplinary team (Haber et al., 2009), in order to strengthen 
continuity of care and maintain long-term follow-up on discharge.  
 
Our research confirmed a focus on thiamine treatment in acute care for AUD (Table 
5).  While treatment for thiamine deficiency appears routine, other nutritional issues 
require attention. For example, in this sample, a small proportion of patients were 
identified to have electrolyte abnormalities which is common in patients with AUD 
regardless of nutritional intake (Palmer & Clegg, 2017). More specifically, low levels 
of serum magnesium are significantly associated with mortality in patients with an 
AUD (Maguire et al., 2019) but serum magnesium levels are routinely measured, and 
magnesium replacement is rarely administered (Maguire et al., 2019).  In our study 
there were no records reporting magnesium replacement, but this is an area 
requiring further evidence to support practice.  So far, magnesium supplementation 
has been found to be neither beneficial nor harmful in the prevention or treatment 
of alcohol withdrawal syndrome (Sarai et al., 2013).  
Low levels of magnesium and other electrolytes are risk factors for the development 
of refeeding syndrome, a more global clinical problem (Friedli et al., 2017). A small 
portion of patients in our study were identified at risk of refeeding syndrome. This is 
consistent with the understanding that the incidence is low in AUD populations 
(Manning et al., 2014). Similar to previous research (Manning et al., 2014) the 
length of stay may have been of inadequate duration to see the effect of refeeding 
syndrome, and did not include factors such as the carbohydrate content of 
parenteral fluids, that may be associated with the syndrome, therefore the incidence 
of refeeding syndrome may be greater than reported.  As trained professionals in 
nutritional assessment dietitians would be well equipped to play a role in the 
identification and management of patients who are identified at risk of refeeding 
syndrome (Manning et al., 2014), through comprehensive nutritional assessment. 
More generally, a nutrition support team including a dietitian may play a pivotal role 
in the identification and treatment of biochemical abnormalities which may include 
recommendations around optimal dose and route of administration.  
 
Delivery of nutritional care may be further enhanced through greater collaboration 
within the health care team. In our study the majority of patients were seen by the 
Drug and Alcohol CNC’s, which suggests they may appear the most appropriate 
team member to identify patients who may be at nutritional risk and refer identified 
patients to the dietitian. The limited input from the dietitian suggests further 
research is warranted on awareness of nutritional risk factors or organisational 
barriers, including related to referral processes. To date research has shown that 
multidisciplinary teams including dietitians that have been established for outpatients 
with alcohol related liver disease have produced improved health outcomes (Moriarty 
et al., 2007; Gitto et al., 2016). This team approach may be beneficial to patients 
with an AUD who may not have yet developed alcohol related liver disease or 
cirrhosis. An inpatient nutritional support team may be able to address nutrition 
related concerns during the inpatient admission, such as the diagnosis of 
malnutrition or management of refeeding syndrome, and provide treatment 
recommendations that could be followed up by an outpatient multidisciplinary team 
on discharge. Continuity and engagement in care on discharge for the treatment of 
AUD may place a greater emphasis on the management of co-morbidities and co-
occurring complications (Krampe et al., 2006), which could include nutritional 
management.  This link into ongoing treatment is crucial in contributing to treatment 
effectiveness and improved nutritional outcomes. 
 
There are a number of limitations to our study, in particular the use of patient 
records. Hospital administrative morbidity data is routinely used to explore health 
and policy related issues, although the validity of using this data for research 
purposes has been questioned (Januel et al., 2011). Our research obtained primary 
admission coding only for alcohol withdrawal, and did not account for secondary 
coding a diagnosis for alcohol withdrawal, so data on a number of potential patients 
may have been missed. Although the role of coding in public hospitals is likely to 
improve accuracy given its contribution to case-mix funding (Steinbusch et al., 2007) 
discrepancies continue to exist (Lujic et al., 2014; Assareh et al., 2016). The data 
represented here may not represent all inpatient admissions for alcohol withdrawal 
given differences in coding practices. Due to the retrospective nature of this study, 
we were unable to explore comprehensively nutritional risk factors of this patient 
population or barriers to nutritional input beyond those identifiable from medical 
note entries. Therefore future prospective research should consider potential barriers 




In conclusion, our study has found that nutritional issues in alcohol withdrawal are 
under-identified across a diverse population and under managed, with nutritional 
professionals under-utilised.  Given that international guidelines recommend the 
monitoring of nutritional status, future research should consider the role of 
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Gender	 73  66.9 36 33.1 106 100  





















































1 1 1.4 0 0 1 0.9 






13  17.8 6 16.6 19 17.4 
Season 
(Summer) 
9  12.3 4 11.1 13 11.9 
Season 
(Autumn) 
24  32.8 8 22.2 32 29.3 
Season 
(Winter) 
11 15.1 11 30.5 22 20.2 
Season 
(Spring) 
29 39.7 13 36.1 42 38.5 
Year* 
(2013) 
5 ( 6.8 4 11.1 9 8.2 
Year* 
(2014) 
14  19.2 3 8.3 17 15.6 
Year* 
(2015) 
16 21.9 11 30.5 27 24.7 
Year 
*(2016) 
16 21.9 7 19.4 23 21.0 
Year* 
(2017) 





















Existing Wound 3 4.1 2 5.5 5 4.6 
Previous Fractures  5 6.8 5 13.8 10 9.2 
Diabetes 2 2.7 3 8.3 5 4.6 
Falls History 13 17.8 9 25.0 22 20.2 
Pancreatitis 1 1.4 2 5.5 3 2.7 
Pressure Area 0 0 0 0 0 0 
Cognitive 
Impairment 
6 8.2 3 8.3 9 8.2 
Depression 40 54.8 25 69.4 65 59.6 
Anxiety 31 42.5 18 50.0 49 44.9 
Eating Disorder 0 0 2 2.5 2 1.8 
Schizophrenia 2 2.7 0 0 2 1.8 
Bipolar 4 5.5 2 5.5 6 5.5 
PTSD 4 5.5 7 19.4 11 10.1 
Personality 
Disorder 
5 6.8 0 0 5 4.6 
Substance Use 
(other) 


























Hyponatremia   Sodium 
<135mm
ol/L 
13 19.4 2 5.7 102 15 14.7 
Hypernatremia  Sodium 
>145mm
ol/L 
4 5.9 2 5.7  6 5.8 
Hypokalemia  Potassium 
<3.5mmo
l/L 
7 10.4 3 8.6 102 10 9.8 














1 1.5 0 0  1 1.0 








37 56.9 20 57.1 100 57 57.0 
AST high  ALT 10-
35U/L 
normal  
46 70.7 20 57.1 100 66 66.0 






56 86.1 24 68.6 100 80 80.0 












































0 0 1 4.2  1 1.0 
PLT high  >400 x 
109/L. 
  
1 1.5 11 31.4 100 12 12.0 
PLT low  <150x 
109/L. 
 
17 25.7 1 2.8  18 18.0 
         
*	number	of	patients	who	had	biochemical	test	data	available	for	
Table	4:	Recorded	occurrences	of	multidisciplinary	team	member	input	
















68 93.2 35 97.2 103 94.5 
Social	Worker	 31 42.5 13 36.1 44 40.4 




11 15.1 5 13.8 16 14.7 
Physiotherapist	 10 13.7 6 16.6 16 14.7 
Psychologist	 12 16.4 2 5.5 14 12.8 
Occupational	
Therapist	















Multivitamin 20 27.4 4 11.1 24 22.0 
Parenteral 
Multivitamin  
2 2.7 0 0 2 1.8 
Other 
Vitamin 
10 13.4 0 0 10 8.2 
Electrolyte 
Replacement 
























7 9.6 6 16.6 13 11.9 
Weight 
Recorded 
10 13.7 6 16.6 16 14.7 
Nutrition 
Assessment 
8 10.9 8 22.2 16 14.7 
*	mean±SD	(and	range)	
	
